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Background:  
Research into dental diseases in children is no longer primarily focused on downstream factors such as biological and dietary influences, with greater 
awareness of the association between social determinants and oral health. The aim of this study was to review the focus of research on influences on 
Children’s Oral Health in Australia, to highlight areas lacking evidence and create a targeted agenda for future research.  
Methods:  
Electronic databases Pubmed, Scopus, Social Sciences Citation Index 
(in Web of Sciences Core Collection), Informit Health Collection and 
PsycINFO were searched for relevant publications in the last 10 years 
(01/01/2008 to 31/12/2017). Studies were included if children’s oral 
health was reported a primary outcome measure. 
A thematic synthesis approach was adopted (Figure 1). The included 
studies focus were coded using the Fisher-Owens et al. (2007) 
framework; child, family and community level influences. The included 
studies results were coded using the software NVivo version 11. 
Figure 1. Overview of thematic synthesis methods 
Thomas, J. and A. Harden, Methods for the thematic synthesis of qualitative research in systematic 
reviews. BMC Medical Research Methodology, 2008. 8(1): p. 45. 
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Results:  
The database searches identified 2397 studies. Removal of 
duplicates and screening of the title abstract, resulted in 2031 
studies being excluded. The full-text articles of the 366 relevant 
studies were examined, with 227 studies considered eligible for 
inclusion in the review. An additional 25 reports were found on 
government websites and were included in this review. A total of 252 
studies were included in this review.  
Overall the highest proportion of the included studies were cross-
sectional (n= 101, 40.1%), used a questionnaire (n= 74, 56.0%), 
had children as participants (n= 182, 72.2%) and recruited from 
New South Wales (n= 48, 19.0%).  
The focus of the studies were most frequently on a child level 
(79.4%), followed by community (69.4%) and family (38.1%). The 
highest proportion of studies were focussed on child physical 
attributes (34.1%), child age (32.9%) and health behaviours and 
practices (31.3%). Less than 2% of studies focussed on social 
environment, social support and physical safety on both a family 
and community level.  
Conclusions:  
Monitoring child level influences of oral health has been consistently 
undertaken in national surveys and epidemiological studies. Family 
level influences are comparatively under-investigated. Data linkage 
between epidemiological data, clinical dental records and Australian 
census data may be a method to produce evidence to support this level 
of influence. Exploring the areas lacking evidence can guide future 
studies, funding and policies aimed at understanding and improving the 
oral health of Australian children.  
Figure 2. Frequency of included studies focus categorised according child, family, and community 
influences on oral health outcomes (as published in Fisher-Owens et al. 2007)  
